Thank you for fourdentalhealthmre team!
We will'strive to provide you with the best possible dental care
To help us meet all your dental healthcare needs, please fill out this fo

completely in ink. If you have any questions or need assistance, please as
;mwhefp

we will be
Patient #
/ SSEISIN
'_Patlent Infonnatlon (CONFIDENTIAL) ~ Dpue
Name___ _ Birthdate Home Phone
i, : Cell Phone
~ Check Appropriate Box: Ul Minor - [ Single D Married [:! Divorced [ 1Widowed [ Separated
If Student, Name of School/College - City Prfcvtﬁtd D D
_Patient or Parent/Guardian's Employer / Work Phone
B‘usmass Address City ?’ragvﬂ
Spouse or Parent/Guardian’s Name Employer Work Phone
j 'Whom May We Thank for Referring You?
Person to Contact in Case of Emergency _ Phone
Responsible Party i
‘Name of Person Responsible for this Account to Patient
“Addvess _____ Home Phone
Email Cell Phone
Driver's License # Birthdate Financial Institution
- Employer Work Phone : SS#/SIN

Is this Person Currently a Patient in our Office? [ ves = [ No
~For your convenience, we offer the Jollowing methods of payment. Please check the option you prefer. Payment in full at each appomtment.

Mcash [ Personal Check Credit Card L1visA [l MasterGard U 1 wish to discuss the office’s payment policy.
Insurance Information .
:Mne of Insured to Patient
 Birthdate SS#/SIN Date Employed
‘Name of Employer Unionorlocal#___ Work Phone
i . State/ Zip/
~Address of Employer _ : City Prov. P
Insurance Company _ _ Group # Policy/ID # =
-' _Ins CIOUAMIESS 7 : City - ‘E’rov. Pl%
7 HawMuch myourDeducttble? NI How Much Have You Used? ; _Masx. Annual Benefit
7 DOYOUHAVE ANYADDHIONAL WSURANCE? E!' Yes [dNo  IFYES,COMPLETE THE FOLLOWING;
'-'..Nmoflnsu:red : ; ' 7 : .toPatumr p
Name of Employer UnionorLocal# ___________ Work Phone
. Address of Employer City Prov. 3 &
 Insurdnce Conmry ; ' Group # Policy/ID #
Ins, Co Address City__ o i)
~How Much is your Deductible? ' ‘How Much Have YouUsed? _________ Max. Annual Benefit

Over Please



PatlentM

Ji alH 1story T

c lhmrlmvermdmdmderstamdﬁreabave ﬁg‘mvmﬁon 10 the best

T 1gerous fo my
is and the vecords of any treatment or examination rendered to me or my child during the
or heal!h practitioners. ]’m&t}tﬂnzeami request Ny insurance company to pay directly to the

nd that providing incorrect information can be dan

- otherwise payable to me. 1 understand that
- _.-prmnnmdaﬂmmﬁzredmmybeﬁa!farmydepmdm&

Office Phone Date of Last Exam
_: . 1 . youtmdzr madical i i . ‘E" IE!’ . 9. Arve you allergic to or have you had any redctions to the fol{gswin%
_ s B Jocal Anesthetics (e.g. NOVOCAIN) ..........oovviiciniiciiiinieriin
'_2' Hagcy au f:ver mmmﬁg ::%m the last S years?.... D 1 Penicillin or any other ANtDIOHCS ..........coouevisisainincinnsnroin O O
1_{ yeg, lesg g_‘q)ldn 7 . 7 Sr.:_lfavags_ Y
. 7 Barbiturates 1
i Are yﬂu taking any medicanon(s) ﬂv&s E %
~including non-prescription medicine?...... B AS;nrf:n """"""" U
: If YEs, Wm_mm‘.’"@} gy taking? . Any Metdls (e.g. nickel, MErCUry, €6¢.)........iicccwisiiriiinor i
Latex Rubber 1 1
4 Hm o everfakm Fm—P?lﬂn/Rahtx? [0 [0  Other(pleaselist) Wl G
a5 i 10. Do you have a persistent cough or throat clearing not
5. Do you ise tobacm? 7 [:' O associated with a known illness (lasting more than 3 weeks) [] [
6. Do you use controlled substmcai? e “)/omen Only: i v
i a) Are you pre t or think you be pregnant? ...
7 7 Areyou wcarﬁ:gconmctlmses? . B b) Are;ou-ﬁugg?. il P 0O O
/ . A
% Dﬂym havz ar ﬁﬂveyﬂu had i of[hzﬁfﬂowing? c) Are you taking oral contracepiives?...........cc....vecvosies ) Vil
Yes No Yes No Yes No
/ .}hgh Bimd PrESSure A 0 Hea.rt Disease ... iV Chest Pains i
. Heart Attack............... UV Kk b iamaay | U1 11 FasityWinded ........ovivii 13 13
 Rhewmatic Fever ... i 3 ] Heart Murmur ... [0 T  stoke .. 1 [
~ Swollen Ankles _........... G N Y A, L1 [0 HayFever/Allergies ... [
7 -annng/ Sazunzs i Y Frequently Tired R I i s 0 o
 Asthima, i A I i [0 [  Radiation Therapy ................. B
7 LawB{qad Presm 1 [ Emphysema U ) Ol i 1 O
. Epilepsy/ Cmmiswmj IR ey 3 [0 RecentWeightLoss ..................... 0 O
RO i i O Arthrids .. 1 B 7 Liver Disease i |
Diabetes .. i g 1 4 Jorﬂt Replacenm or Implcmt ....... 0 [  Heart Trouble .o i
Kidney Diseases ... [ I Hepatitis / Jaundice... .. 1O [0  Respiratory Problems............ 1 O
. AIDSor HIV !nfeatm Y Sexually Tm:rts:mttedesease ...... [0 [0 Mitral Valve Prolapse ... I
 Thyroid Problem ... 1 [ Stomach Troubles/ Ulcers... [ U1 other 0 O
 Patient Dental HlStOTy
'Name gf PrewausDznnst mdlncaﬂml T Date of Last Exam.
/ Yes No Yes No
¥ Doyﬂur gums bieai while bmskmgor ﬁumg? ....... i A 8 Doyou have frequent headaches? ... [
2. Are your teeth sensitive to hot or cold liquids/foods? ........... s I, 9. Do you clench or grind your teeth? ..., i
/3. Are your teeth sensitive (0 sweet or Sour Itqmds:j‘oods? ..... B 1 [3 10 Doyoubite your lips or cheeks frequently? ................ i
/ 4. Da you feel pain to any of your teeth? ..............civicriin T B 11. Have you ever had any difficult extractions
T Doymhavemymorlumpsmorwymrmmh? .......... 000, in the past? 0 7
6, Have you had any head, neck or jas uries? ..................o. L1 12 Have you ever had any prolonged bleeding
"7 Have you ever experwm:ed any of ﬂte Jollowing following extractions? .......... o
problems in your jaw? 7 7 13, Have you had any orthodontic treatment?................... Va1
 Clicking ... -' i [ [ 14 Doyouwear dentures or partials?..................cci. 5 O
. Pain Oamt. ear, s:de of face) Z / G T 14 82 If ves, date of placement
Difficulty in opening or closing . G 1 [ 15 Haveyou ever received oral hygiene instructions
Ihﬂiculgz in chf:wlng P 09 regarding the care of your teeth and gums?................... B
16. Do you like your smile? O O

%my knowledge. The above questions have been accurately answered.

th 1 ctw.hanze the dentist to release any information including the
iod of such Dental care to third party payors
t or dental group insurance benefits

1y dental insurance carvier may pay less t}um the actual bill for services. I agree to be responsible

T _S_:gr_mmre.quaamt_ (qr__parmg’guafdian 'ifnuhor)

Doctor’s Comments

Date

Signature
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